KAPOSI'S SARCOMA (KS) is the most common malignancy related to the human immunodeficiency virus (HIV). It occurs in 15% to 20% of homosexual men with the acquired immunodeficiency syndrome (AIDS).
1
/2 year history of cutaneous Kaposi's sarcoma. The largest lesion was in the left inguinal area. He had received two intravenous and several local injections of vincristine. The inguinal lesions were not painful or tender but were associated with bilateral leg swelling. The patient also complained of lower back pain. He denied any constitutional symptoms. His medical history included 11 years of HIV positivity, tuberculosis, hepatitis B, and molluscum contagiosum. His antiretroviral therapy consisted of didanosine (Videx) and zidovudine (Retrovir). He was referred for consideration of palliative radiotherapy to the cutaneous and nodal KS involving the left inguinal area in an attempt to relieve leg swelling.
Physical examination revealed a young man with widespread molluscum contagiosum and bilateral inguinal and lower limb lymphedema. There was a 3 cm elongated violaceous plaque medial to the left inguinal swelling associated with bilateral shotty inguinal lymphadenopathy. The rest of the examination was unremarkable.
The clinical finding of cutaneous KS in the left inguinal area did not satisfactorily explain the bilateral inguinal and lower limb edema. Computed tomography of the abdomen (Fig 1) and pelvis (Fig 2) revealed multiple hypodensities throughout the liver and spleen (Fig 1) , as well as peripancreatic, periaortic, and aortocaval lymphadenopathy, with <1 cm lymph nodes in the inguinal regions. No pelvic lymphadenopathy was observed. Diffuse lytic lesions were seen throughout the spine and pelvic bones, especially the iliac wings (Fig 2) . the lungs with moderate subcarinal and retrocrural lymphadenopathy.
Complete blood count showed a hemoglobin value of 12.4 g/dL, white blood cell count of 1,900/mm 3 , and platelet count of 520,000/mm 3 . Absolute CD4 count was 14. The serum albumin level was low at 1.8 g/dL, and the lactate dehydrogenase level was elevated at 232 U/L. Otherwise, results of renal and liver function tests were within normal limits.
At the time, the diagnostic considerations included disseminated KS, lymphoma, or an infection. Iliac crest bone marrow aspiration, clot, and biopsy were done. A paratrabecular area of fibrosis contained large spindle-shaped cells with vesicular nuclei forming indistinct slit-like spaces (Figs 3 and 4) . Extravasated red blood cells were also seen. There was no necrosis or granuloma. Silver staining (Warthin Starry Grocott) was negative, excluding the diagnosis of epithelioid (bacillary) angiomatosis. Paraffin immunoperoxidase stained positive with factor VIII and CD34, confirming the diagnosis of Kaposi's sarcoma.
DISCUSSION
Kaposi's sarcoma was first described in 1872 as a rare neoplasm that occurred in elderly men of eastern European origin. In the early 1950s, a more aggressive endemic form was found among young black Africans. 6 Kaposi's sarcoma was later reported in immunosuppressed renal transplant recipients. 7 In 1981, the sudden epidemic occurrences of KS were noted in young homosexual men who were soon found to have a previously unrecognized disease, now known as AIDS. 8 Much progress has been made toward understanding the pathogenesis of AIDS-related KS. New epidemiologic data suggest that a novel human herpesvirus-8, also called the Kaposi's sarcoma-associated herpesvirus (KSHV), might be etiologically linked to the development of KS. 9 An emerging model of the pathogenesis of KS involves exposure to an infectious agent such as KSHV. This is associated with the alteration in cytokine expression, including the excessive production of IL-1, tumor necrosis factor ␣, and IL-6. Cultured KS cells have been shown to proliferate in response to these cytokines, as well as in response to an HIVrelated protein known as Tat protein. Human immunodeficiency virus by itself does not cause KS, but KS may be more aggressive in more advanced stages of AIDS because of advanced immunosuppression, increased cytokine, and Tat protein activity. 10 The clinical course of KS is highly variable, ranging from minimal disease to explosive growth. Our patient illustrates the more aggressive course, with widespread cutaneous and extracutaneous involvement including the bone and bone marrow. Bone and bone marrow involvement are rare. To date, only a few cases of KS involving bone or bone marrow have been reported. Little et al 2 first reported an antemortem case of KS with bone marrow involvement in a patient with AIDS. In this case, no imaging study of the skeletal system was done to ascertain bony involvement. A second case of bone marrow involvement was reported in 1990. 3 There are only three reported cases of AIDS-related KS involving bones confirmed by direct biopsy of the osseous lesions. 4, 5 Our patient showed both osseous lesions and bone marrow involvement with KS. More common causes of osseous lesions and bone marrow involvement in AIDS patients include bacillary angiomatosis, 11 nonHodgkin's lymphoma, 12 and cryptococcal and mycobacterial infections. 13 Each of these causes mimic the CT findings in this case.
Unlike the metastatic behavior of other malignancies, KS appears to be a multifocal neoplasm in which each lesion seems to develop de novo from endothelial cells that line lymphatics or blood vessels in the skin and other organs.
14 Our case illustrates the multifocal involvement of AIDS-related KS including skin, lymph nodes, lungs, liver, and spleen, as well as the bone and bone morrow. With widespread involvement, it is difficult to dismiss the possibility of both hematogenous and lymphatic pathways of dissemination.
In this case, the cause of the bilateral inguinal and lower limb edema appears to be multifactorial. The degree of edema is certainly out of proportion to the extent of the cutaneous disease. It may be due to a combination of lymphatic obstruction, release of pro-inflammatory cytokines, and hypoalbuminemia. This case also reiterates the importance of taking a good history and performing a thorough physical examination.
Although our patient was initially referred to the radiotherapy department for local radiotherapy to the left inguinal cutaneous lesion, the findings of back pain and disproportionate lower limb edema prompted further investigation. The discovery of disseminated KS then led to systemic chemotherapy. Radiotherapy may be considered in the future if the patient has local symptoms such as pain, bleeding, or edema, or is unresponsive to systemic treatment. Radiotherapy dose ranging from 800 cGy in one fraction to 2,400 cGy in 12 fractions is effective for palliative purposes. 15 
